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Summary Elastoﬁbromas are rare benign soft tissue tumours that are usually located between
the scapula and the rib cage deep in the serratus anterior muscle. Their anatomical location,
distinctive clinical symptoms and radiological characteristics set them apart from malignantDorsi;
CT-scan;
Surgery
soft tissue tumours. Although they are rare, it is necessary to be aware of this benign tumour
to avoid unnecessary biopsies; surgical resection may, however, be recommended to obtain a
differential diagnosis from malignant sarcomas. We report three cases of elastoﬁbroma dorsi in
a 48-year-old man, a 33-year-old woman and a 42-year-old man.
© 2010 Elsevier Masson SAS. All rights reserved.
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aIntroduction
Elastoﬁbromas are rare pseudotumours which usually
develop in the connective tissue at the base of the scapula
[1,2]. Other locations have been reported but are rare [3].
This tumour mainly occurs in elderly women and manual
workers [4]. Its clinical presentation and radiological charac-
teristics are often enough to suggest the diagnosis. Biopsies
are reserved for atypical cases.Case no. 1
Mr M.I., a 48-year-old farm worker with an unremarkable
medical history, consulted for a left subscapular tumour that
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doi:10.1016/j.otsr.2010.03.019ad been increasing in size for 3 weeks. The clinical exam-
nation showed a well circumscribed, ﬁrm, mobile 70mm
eft subscapular mass. Surrounding lymph nodes were nor-
al. Thoracic CT-scan showed a 70mm left subscapular mass
t the level of the 7th intercostal space that was slightly
eterogenous with a well-circumscribed fatty component
uggesting a connective tissue tumour (Fig. 1).
Surgery, performed with a central incision of the lesion
evealed a 70mm, ﬁrm oval shaped unencapsulated tumour,
urrounded by subscapular, lattisimus dorsi, and serratus
nterior muscles, and in contact with the rib cage. Marginal
esection of the tumour was performed into healthy tissue.
he postoperative course was uneventful.
The histopathological study of the surgical tumour sam-
le showed degenerative elastic, highly eosinophilic ﬁbers,
ragmented into a series of successive globules or scattered
rregularly. These elastic ﬁbers were held together by a
bromyxoid network, associated with entrapped areas of
ature adipose tissue, suggesting an elastoﬁbroma.
served.
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Figure 1 Thoracic CT-scan: 70mm tissue mass at left scapula
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Figure 3 Thoracic CT-scan: Slightly heterogeneous 85mm left
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fower pole, slightly heterogeneous with a well circumscribed
atty component ( ).
ase no. 2
rs R.M., a 33-year-old housewife, with an unremarkable
edical history, consulted for a left subscapular tumour that
ad been increasing in size for 4 months. Clinical exam-
nation showed a ﬁrm, mobile, well-circumscribed 90mm
eft subscapular tumour which was visible during shoulder
bduction (Fig. 2). Examination of surrounding lymph nodes
as normal. Ultrasound of the soft tissues showed a het-
rogenous, poorly limited 90mm left subscapular tumour
ass. Thoracic CT-scan showed a 85mm left subscapular
ass of tissue at the level of the left 7th intercostal space
hich was slightly heterogeneous suggesting a connective
issue tumour (Fig. 3).
igure 2 90mm left subscapular tumour, ﬁrm, mobile and
ell circumscribed, which is visible after abduction of the shoul-
er ( ).
a
n
C
M
y
b
a
m
n
e
t
l
c
3
(
r
b
r
p
b
c
wubscapular mass at the level of the 7th left intercostal space
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The surgical approach to the tumour was a cen-
ral incision revealing a ﬁrm, oval 90mm unencapsulated
umour, surrounded by the subscapular, lattisimus dorsi
nd serratus anterior muscles, which came in contact with
he rib cage. Total resection of the tumour was per-
ormed.
The histopathological evaluation of the tumour showed
n elastoﬁbroma with the same characteristics as Case
o. 1.
ase no. 3
r Z.S., a 42-year-old smoker who had had diabetes for 15
ears, consulted for a painful subscapular mass that had
een developing for 1 year. Clinical examination showed
ﬁrm, well-circumscribed, mobile, 80mm left subscapular
ass, at the level of the 6th—7th ribs. Surrounding lymph
odes were normal. A dorsal CT-scan showed an oval, pari-
tal, well-circumscribed 70× 20mm dorsal mass of dense
issue in contact with the left posterior chest wall, at the
evel of the 6th and 7th ribs, with no parietal invasion or
ostal lysis, with a peritumoural layer of fat as well as a
cm right subscapular lesion with the same characteristics
Fig. 4).
The lesion was approached by a posterior vertical incision
evealing an 80mm subscapular mass which had developed
etween the rib cage, the lattisimus dorsi and the ser-
atus anterior muscles. Total resection of the lesion was
erformed. The right subscapular tumour was left intact
ecause it was small and asymptomatic. The postoperative
ourse was uneventful.
The histopathological results showed an elastoﬁbroma
ith the same characteristics as the previous cases.
Elastoﬁbroma dorsi
Figure 4 Thoracic CT-scan: Well circumscribed tissue mass
70× 20mm in contact with the left posterior chest wall at the
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ilevel of the 6th, 7th and 8th ribs with a peritumoural fatty layer
and a 3 cm subscapular lesion ( ) with the same characteristics
( ).
Discussion
Elastoﬁbromas are rare, benign, connective tissue tumours
whose frequencies are difﬁcult to determine. Less than 330
cases were reported in the literature before 2005. Jarvi and
Lansimiens [5] reported 38 infraclinical cases of elastoﬁbro-
mas in a series of 235 autopsies. This entity usually occurs in
elderly women over 70 (sex ratio = 13), and is mainly found
in manual workers due to repetitive friction of the scapula
against the rib cage [4].Elastoﬁbromas are often asymptomatic and in more than
90% of cases are discovered fortuitously by patients with
the development of a mass in the subscapular region. In
other cases, there may be moderate pain, and functional
difﬁculties [4,6,7].
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Table 1 Reports in the literature.
Authors Year Number Age S
Soler et al. [4] 1998 4 54 W
Shu-Chiang et al. [7] 1999 2 57
53
W
Charissoux et al. [16] 2000 1 56 M
Turna et al. [18] 2002 1 48 W
Hayes et al. [2] 2004 7 64 4
3
Alouini et al. [3] 2005 3 56 W
Clemens et al. [19] 2006 1 73 W
Fibla et al. [14] 2007 1 55 W
Muramtsu et al. [16] 2007 8 67 5
3
Benhima et al. [10] 2008 1 53 W719
Elastoﬁbroma dorsi usually presents as a painless oval,
oft tissue tumour, which is in contact with the rib cage and
urrounded by the subscapular, rhomboid, lattisimus dorsi
nd serratus anterior muscles [3]. At times the characteris-
ics of this tumour are typical enough that a diagnosis can
e made based on a clinical examination, for example, in a
atient over 55 with bilateral masses covered and hidden by
he lower edges of the scapulas during retropulsion of the
houlders and which can be seen when the shoulders are
oved forward [8].
Other locations are much rarer (the hand, the foot,
reater trochanter, the deltoid muscle, the ischiatic
uberosity, the cervical region, the stomach, the omentum
nd the rectum [3,4,6,9]). It may be bilateral in 10—66% of
ases [2].
The scapula may appear raised on a tangential chest X-
ay and the scapulothoracic space may appear enlarged.
n interscapulothoracic opacity may be identiﬁed, without
one lesions or association calciﬁcations [10].
Ultrasound is the initial examination of choice. It often
hows the ﬁbrous, fasciculated appearance of the tumour
ith hyperechogenic strands parallel to its main axis [3,6].
he association of these characteristics with a subscapular
ocation and a bilateral tumour suggests the diagnosis which
hould be conﬁrmed by computed tomodensitometry (CT-
can) and magnetic resonance imaging (MRI). CT-scan shows
he typical characteristics of an unencapsulated lenticu-
ar tumour which appears isodense to muscular structures
nd with hypodense strands [3,11]. MRI is the examination
f choice for the diagnosis of elastoﬁbromas [12]. Usu-
lly the tumour appears as a low intensity signal compared
o surrounding muscular structures on T1 and T2-weighted
equences with strands of fatty signals. After gadolin-
um injection, slight heterogenous enhancement may be
bserved [3,4,12]. On PET scan, elastoﬁbroma dorsi results
n low grade diffuse F-18 FDG uptake, suggesting a benign
ntity with a low level of metabolic activity [13].
Biopsy is reserved for forms with an atypical loca-
ion, or if radiological results suggest a neoplasic lesion
sarcoma, malignant histiocytoﬁbroma, desmoid tumour. . .)
14]. Authors of the oldest articles systematically recom-
ex Unilateral/bilateral Biopsy Surgery
oman Unilateral 1 yes No
oman Bilateral Yes
No
No
Yes
an Unilateral No Yes
oman Bilateral No Yes
men
women
Unilateral Yes Yes
omen 2 unilateral
1 bilateral
1 yes —
omen Unilateral Yes Yes
omen Bilateral No Yes
women
men
6 unilateral
2 bilateral
Yes 6 yes
(2 refused
surgery)
oman Unilateral Yes Yes
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end biopsy to obtain a differential diagnosis for sarcomas.
n more recent articles, if imaging results are charac-
eristic, this is enough, and biopsy is not recommended
8].
Elastoﬁbromas present as alternating layers of ﬁbrous
issue (rich in collagen and elastic ﬁbers) and adipose
ayers which are not true ﬁbroelastic neoplasias, but
seudotumours [1,2,5]. At high magniﬁcation and after
an Gieson and Weigert staining, elastic layers with
ense nuclei can be seen enclosing elastine globules
6].
Surgical treatment is indicated for voluminous
umours which may be unattractive and in symptomatic
umours.
For Muramatsu K, surgery is indicated in asymptomatic
umours that are more than 5 cm in diameter. These tumours
hould only be left intact if there is histological conﬁrmation
hat they are benign [15].
In our patients, the surgical indication was based on the
ize of the tumour and pain.
The entire tumour should be resected because of
he lack of a tumour capsule and clear anatomical
arrier [6,16]. An intermuscular approach which passes
etween the lattisimus dorsi behind, and the serra-
us anterior in front, is recommended in the literature.
his approach seems to be adequate resulting in an
neventful postoperative course, and rapid recovery
14].
Although certain authors performed radiotherapy [6,17],
here is nothing in the literature to support its utility, while
ts dangers have been extensively documented. Kransdorf
eported a recurrence rate of 7% which was attributed to
ncomplete tumour resection (Table 1) [18].
onclusion
lastoﬁbromas are pseudotumoural soft tissue lesions whose
iagnosis can be made based on the clinical presentation
nd the characteristic stranded appearance of the tumours
n MRI. Surgical treatment is only indicated in certain symp-
omatic or atypical forms of this entity.onﬂict of interest statement
one.
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